Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Flojo’s Quality Affordable Care Home

CHAPTER 100.1

Address:
1159 Kuokoa Street, Pearl City, Hawaii 96782

Inspection Date: February 12, 2020 Annual

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT
RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED
ONLINE, WITHOUT YOUR RESPONSE. .

08/16/16, Rev 09/09/16, 03/06/18, 04/16/18




RULES (CRITERIA) PLAN OF CORRECTION Completion
_ Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
(H2)
The substitute care giver who provides coverage for a period
greater than four hours in addition to the requirements DID YOU CORRECT THE DEFICIENCY?
specified in subsection (e) shall:
USE THIS SPACE TO TELL US HOW YOU
Be able to provide personal care to the residents, including CORRECTED THE DEFICIENCY
bathing, dressing, transferring, feeding, and transporting
residents, and be able to provide care as stipulated in the \{ I
schedule of activities or care plan; )
Y QW;M M ambatnlo Qk\ﬂiﬂw

FINDINGS

Substitute care givers #1, #2, #3 and #4, no evidence of
documentation for substitute care giver training by the
primary care giver to make medication available and to
provide personal care to residents.

Please mail evidence of training with the plan of correction.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
‘ Date
§( :)1(— 1)00.1-9 Personnel, staffing and family requirements. PART 2
2
The substitute care giver who provides coverage for a period
greater than four hours in addition to the requirements FUTURE PLAN
specified in subsection (e) shall: )
USE THIS SPACE TO EXPLAIN YOUR FUTURE
Be aple to proyide persona} care to fhe residents, incll}ding PLAN: WHAT WILL YOU DO TO ENSURE THAT
bat?ung, dressing, transferrmg., feeding, anfi tranqurtmg IT DOESN’T HAPPEN AGAIN?
residents, and be able to provide care as stipulated in the
schedule of activities or care plan; } pfu cﬂk ) -[L
Qraniad frdo i o 21203

FINDINGS

Substitute care givers #1, #2, #3 and #4, no evidence of
documentation for substitute care giver training by the
primary care giver to make medication available and to
provide personal care to residents.

Please mail evidence of training with the plan of correction.
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P
Licensee’s/Administrator’s Signature: O\Mﬁ’\‘\f

Print Name: __ (£ CA\E_ 1 - £ LOTY

Date: cl\\'b lw Y




